We present the case of a 26 year-old man with a bland medical history who presented to the general practitioner due to severe cough and dyspnea. The chest xray revealed a massive organ displacing tumor in the right chest not delineable from the mediastinum. The subsequent needle core biopsy was diagnostic for a mixed germ cell tumor comprising immature teratoma and seminoma. After an initial good response to chemotherapy, tumor markers and tumor size were progressive. The right-sided pneumonectomy revealed an intrapulmonary tumor with cystic and solid components, hemorrhage and necrosis with a tumor diameter of eighteen cm.
Introduction
Frequent tumors detected as mediastinal masses by modern imaging techniques include thymomas, lymphomas, thyroid carcinomas, esophageal carcinomas and germ cell tumors 34, 36 . The latter ones are either metastases from testicular or ovarian tumors or aroused de novo at this location (hypothesized from primitive germ cells).
Up to ten percent of germ cell tumors are extragonadal with the mediastinum being the most common extragonadal site in adults, harbouring around 3-4% of these tumors 19, 32 . features 19 . The former should be distinguished from mature ependyma (almost no mitotic figures) and from the mature teratoma 19 . The amount of immature tissue in relation to remaining differentiated tissues is the basis for a grading of teratomas.
However, the prognostic value of such a grading is not confirmed and not recommended for extragonadal teratomas and mixed germ cell tumors but the extent 
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Radiologic images (x-ray, computed tomography, positron emission tomography). Postoperative computed tomography revealed hypodense intrahepatic lesions considered to be metastases ( Figure 1J ). The patient died four weeks after surgery.
An autopsy was not performed for the family of the patient did not consent to it.
Discussion
The presented case demonstrates the radiological and pathological findings associated with these rare tumors in young patients. The most important prognostic parameters of mediastinal germ cell tumors are tumor stage and completeness of surgical resection 30 . Complete excision is sometimes difficult due to large tumors and adhesions with neighboring organs and pneumonectomy might be unavoidable 35 .
However, the survival rates for patients with residual tumor are below 10%. Therefore
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surgical resection following a cisplatin-based therapy remains to be the current standard therapy 2, 32, 35 . If responsive to chemotherapy the 5 year survival times in a recent study where above 80% 16 . Chemotherapies with bleomycin were more often associated with post-operative respiratory complications and death 14 .
Other Therefore the reliability of survival data for such cases is limited.
In our case we could not completely exclude a mediastinal origin because it is possible that mediastinal parts of the tumor might have been destroyed by the chemotherapy. However, the clinical findings and radiological images were highly suggestive of an intrapulmonary GCT, although the mediastinal pleura was not delineable on cross-section images due to the size of the tumor. A testicular origin seemed unlikely since all clinical investigations during the whole course of the disease remained unsuspective. However, since the patient's relatives refused an autopsy this could not definitely be ruled out. Primary intrapulmonary germ cell tumors are quite rare with only few chorioncarcinomas, yolk sac tumors, embryonic carcinomas and very few mixed GCT reported 10, 13, 20, [24] [25] [26] 33 . Most mixed germ cell tumors were macroscopically poorly circumscribed with an invasive growth pattern 32 .
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In our case the tumor was well circumscribed without frank infiltration of adjacent tissue. Intrapulmonary teratomas are very rare and like mediastinal ones thought to be derived from ectopic thymic tissue (third pharyngeal pouch) 3, 7, 12, 27 . Most of them occur in the first two to four decades of life and predominantly in the upper lobe and on the left side 11, 23, 29, 31, 32, 37 . For intrapulmonary teratomas a slight female preponderance is proposed 32 whereas for mediastinal germ cell tumors other than teratomas a clear predilection of men has been demonstrated 22 .
The majority (about two third) of intrapulmonary teratomas is benign (mature) and complete surgical resection was the therapy of choice for immature and mature tumors. Since many immature teratomas were unresectable most patients died after a short period of time 23, 32 . Computed tomography can detect fat, calcifications (e.g.
bone, teeth), soft tissue, cysts and fluids as typical components of teratomas (mature) 21 . In cases where the size of the tumor hinders an exact localization peripheral translucency (computed tomography) and direct communication with the bronchi are considered as differentiating between intrapulmonary and mediastinal teratomas 23, 37 . Typical clinical and anamnestic symptoms of intrapulmonary as well as mediastinal tumors are cough (sometimes expectorative), dysnea, fever and chest pain 15, 23, 27 .
Mixed germ cell tumors, mainly teratomas with additional malignant components (e.g.
other germ cell tumors, carcinomas or sarcomas), were described as more aggressive. More than 50% of those patients died within 2 years of follow-up due to local invasion or distant metastases (lymph nodes, liver, lung, heart, bone and brain) 22, 32 . The progression of tumor size in combination with reduced AFP levels as seen in our case could either be due to the chemotherapy resistance of non-AFPsecreting tumor components or part of the so-called growing teratoma syndrome (increase in size and normalization of serum markers during or after chemotherapy Whether the use of these categorizations can be further validated and whether they will be included in the new WHO classifications remains to be seen.
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